The Oxford English Dictionary defines hospice as 'a house of rest and entertainment for pilgrims, travellers or strangers ... for the destitute or the sick'. And so it was in mediaeval times. The word became almost obsolete, but survived in association with a number of convent hospitals for the dying. Possibly the term would have faded into complete obscurity but for the development of St Christopher's Hospice, London, in the late 1960s. Built by Dr Cicely Saunders, St Christopher's stands as a protest against the shortcomings of modern high technology medicine. Looking after patients mainly with far-advanced cancer, this modern hospice offers a type of care more appropriate to the needs of the dying -care which considers the person and his family as much as the disease and which provides an environment that enables the individual to adjust emotionally and spiritually to his approaching death. For even today it remains true that medicine must always be practised in the light of the knowledge that one day all our patients will die, that one day nature must be allowed to take its course.
In the 12 years since St Christopher's opened, many others have sought to offer a similar kind of care to those who are terminally ill. It has not always been possible to build a separate institution and today a variety of approaches are evident ( Figure 1) l<.ingdom has been the involvement of the National Society for Cancer Relief (NSCR), which ince 1975 has been responsible in part or in full for the establishment of more than 20 ontinuing care units and home-care programmes. The dissociation of this type of care from itn inpatient facility, seen in home-care programmes and symptom control teams, emphasizes the fundamental point that 'hospice' is a concept of care rather than a particular type of institution. Further, this concept is not new; it is as old as medicine itself. In other words, we are witnessing an attempt to redress the balance in medicine. We are witnessing an attempt to re-emphasize that doctors, nurses and paramedicals are in business 'to cure sometimes, to relieve often, to comfort always'.
North American scene
Hospice care in North America has evolved more as a grass-roots movement with care centred in the home, the inpatient facility as a back-up, and perhaps an even greater participation by voluntary helpers. In the last three years or so, the number of hospice programmes in evolution has grown to over two hundred. The key pioneer institutions have been the Connecticut Hospice, New Haven, and the Palliative Care Service, Royal Victoria Hospital, Montreal. The former has been operative as a home-care programme for more than five years and is soon to open a 40-bed inpatient facility. The latter can rightly claim to be the first example of a hospice unit within a large general hospital.
The major problem in the United States, as distinct from Canada, is the medical reimbursement system -a system which requires a patient to be home-bound in order to receive reimbursable home care; one which does not recognize the value of psychosocial care; and one which allows insurance companies to discontinue coverage of a family when the policy is under the name of the person who dies. If hospice care is to become fully established, considerable modification will need to be made to existing insurance schemes. Without modification, hospice care in the United States cannot survive.
Principles of hospice care
Treat the patientas a person All of us fear death; it is part of the survival instinct. We feel uneasy in life-threatening situations. We also feel uneasy in the presence of death. There is therefore a natural tendency to withdraw from the dying. Frequently the dying patient is not involved in discussions about his illness and symptoms tend to multiply or worsen. On the other hand, if the dying patient is treated as a person and not as someone to be feared and avoided, it is generally possible to maintain a patient's self-respect and morale (Table l) . Generally, patients who want to know more about their condition will ask, if the way is opened to them Do not compromise your relationship with the patient by making unwise (and unethical) promises to the relatives about non-disclosure of information to the patient Truth has a broad spectrum with gentleness at one end and harshness at the other; patients always prefer gentle truth The doctor-patient relationship is founded on trust. It is fostered by honesty but poisoned by deceit The doctor's responsibility is to 'nudge' the patient in the direction of reality but never to force him
Avoid inappropriate treatment
In terminal illness the primary aim is no longer to preserve life but to make the life that remains as comfortable and as meaningful as possible. Thus, what may be appropriate treatment in an acutely ill patient may be inappropriate in the dying. Cardiac resuscitation, artificial respiration, intravenous infusions, nasogastric tubes, and antibiotics are all primarily supportive measures for use in acute or acute-on-chronic illnesses to assist a patient through the initial period towards recovery of health. To use such measures in the terminally ill, with no expectancy of a return to health, is generally inappropriate and is, therefore, bad medicine by definition. It is, however, not a question of 'to treat or not to treat?' but of what is appropriate treatment from a biological point of view in the light of the patient's personal and social circumstances. Medical care is, in fact, a continuum ranging from cure at one end to symptom control at the other (Figure 2 ). When cure is no longer possible palliation should be considered; when palliation is no longer possible, the emphasis moves to symptom control as an end in itself. Many types of treatment span the entire spectrum of care, notably radiotherapy and also, to a lesser extent, chemotherapy and surgery. It is important not to pigeon-hole a particular type of treatment into a specific category, but to keep the therapeutic aim clearly in mind when employing treatment of any kind. For example, rehabilitation is part of medical care even in the dying. Sometimes, and eventually every time, it is inappropriate and the patient should be encouraged to remain in bed. However, many dying patients are unnecessarily restricted, sometimes by cautious relatives, even though they are capable of a greater degree of activity and independence -provided, of course, that troublesome symptoms are controlled and gentle encouragement is given by an attentive doctor. Unfortunately, through lack of instruction, many doctors feel inadequate in this area of care and are unaware of the therapeutic possibilities that currently exist in relation to symptom control.
Symptom control
The majority of patients dying of cancer experience pain in the weeks or months prior to death (Table 2) . Ifa report based on post-bereavement visits to the surviving spouse is representative 
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64 Advanced of the general situation, 20% of those cared for in hospital and almost half of those cared for at home, die with their pain unrelieved (Parkes 1978) . This means that each year in the United Kingdom alone some 36 000 people with cancer die in pain.
Reasons for inadequate relief are many, but more fundamental than the incorrect use of analgesics is the tendency for a doctor to cease to be systematic when confronted with a dying patient. Yet at St Christopher's Hospice the incidence of unrelieved pain is only 1% (Haram 1978) .In most of these, the main reason for non-relief was lack of time; the patient lapsed into a coma and died within a few days of admission. Data from the outpatient service at St Joseph's Hospice indicate that the incidence of unrelieved pain in patients cared for at home is higher, about 10%. This higher percentage relates mainly to the reluctance of some patients to take any medication at all. These modem stoics decline offers of inpatient treatment and prefer to 'soldier on' at home with their pain.
In addition to obviously pressing symptoms such as pain, vomiting, and dyspnoea, patients may experience discomfort from a variety of other symptoms such as dry mouth, altered taste, anorexia, constipation, pruritus, insomnia. As patients tend to be reluctant to bother their doctor about such symptoms, it is necessary to enquire about them from time to time rather than wait for spontaneous complaint.Good symptom control requires clearly-defined medical leadership. Attendance at several different outpatient clinics should be discouraged. Both patient and family should be able to identify one particular hospital doctor (or group of doctors) as their doctor(s), just as they can their general practitioner. In cancer patients, symptoms are not necessarily caused by the malignant process. Even when they are, different mechanisms may be operative and treatment for the same symptom may vary considerably from patient to patient (e.g. vomiting associated with raised intracranial pressure and that associated with intestinal obstruction). Many symptoms are multifactorial in aetiology. Thus it is a case of recognizing the various factors and then 'chipping away' at them. In this way, although the underlying pathological process remains unaltered, it is generally possible to relieve the patient's symptoms either completely or to a considerable extent.
The importance of explaining in simple terms the mechanism(s) underlying the patient's symptoms should not be forgotten. The fact that the doctor understands why the patient is having this or that symptom is very reassuring to the patient. No longer is his condition totally shrouded in mystery -the doctor understands. Sometimes it is appropriate to discuss treatment options with the patient and together decide on the immediate course of action. Parallel explanation and discussion with the relatives is also important, particularly when the patient is at home. Treatment should not be limited simply to the use of drugs. For example, hand cream. or lanolin applied to dry, itchy skin two or three times a day, and foregoing soap in favour of emulsifying ointment, will relieve pruritus in the majority of patients without resort to antihistaminic drugs. Both with pain and with other persistent symptoms, drugs should be prescribed prophylactically in individually determined optimal doses (Twycross 1978).
Care ofthe relatives
The care of the family is an integral part of the care of the dying. A contented family increases the likelihood of a contented patient. Relative-doctor communication generally needs to be initiated and maintained by the doctor. It is easy to neglect the relatives as they are reluctant to bother the doctor 'as he is so busy'. There is much to be said, both at the time of diagnosis and later, for joint interviews -patient, spouse and doctor. The doctor should also make an opportunity to see both patient and the close relatives on their own. Further separate or joint interviews can then be arranged as necessary.
As with the patient, it is not generally necessary or wise to tell the family the whole truth (as you see it) at one time. If the family and patient are too far 'out of step' in relation to knowledge about the diagnosis and the prognosis, it can create a barrier between the two. A common initial reaction is 'You won't tell him, will you, doctor?' or 'We'd prefer you not to tell him, doctor'. This should be seen as the initial shock reaction and not as an excuse for saying nothing to the patient. If the family and patient are to be mutually supportive, it is necessary to help the relatives move forward from this initial reaction to a position of greater openness and trust. It is important to remember that the family cannot forbid the doctor from discussing diagnosis and prognosis with a patient.
Admission to hospital is often seen as a defeat by the family. It is necessary to emphasize that you are surprised they managed to cope for so long and that now, with the need for day and night care, it is impossible for one (or two) people to continue to cope alone without a break. Frequent visits should be encouraged, if practical. Separation anxiety may be reduced by encouraging them to help in the care of the patient -adjusting pillows, refilling a water jug, helping with a blanket bath and assisting at mealtimes. Some relatives need to be taught how to visit, to behave as they would at home, e.g. sit and read a book or newspaper, knit, watch the television together. It should be emphasized that they do not have to keep up a tiring patter of conversation about trivia. Finally, if necessary, overnight accommodation should be arranged to enable a close family member to sleep nearby or with the patient in a side ward.
A proportion of patients with terminal illness, especially cancer, improve following admission as a result of the control of pain and other symptoms. They become physically independent again and no longer need to be in hospital. Many relatives have fears about what will happen should the patient be discharged. A trial day out or week-end at home does much to allay their fears (or confirms that discharge is after all impractical). Clear advice should be given about whom to call, general practitioner or hospital, in the event of a crisis.
Bereavement support
As bereavement has both a morbidity and a mortality, terminal care does not end when the patient dies. Many relatives have false feelings of guilt: 'If only I'd done this!' 'Do you think if he'd gone to the hospital sooner?' etc. Opportunity should be given for such feelings to be aired and questions to be raised. It is encouraging that an increasing number of general practitioners and community nurses regard bereavement visits as time well invested. However, most hospices still feel it necessary to follow up a proportion of the families with whom they have been associated. Sometimes this may be little more than courtesy. On the other hand, there are some relatives who need skilled additional support throughout the period of their grief. This aspect of hospice care is difficult to document, and statistics relating to it are few. Nevertheless, there can be little doubt that it should be an integral part of this type of care.
Teamwork
Continuing care cannot be done by individuals, only by individuals working together as a team. The composition of the team may vary, but includes the patient himself, the immediate family, friends, doctor(s), nurses, social worker, other ancillary staff, chaplain and even, on occasion, lawyer. The team is collectively concerned for the total well-being of the patient and his family -physical, psychological, spiritual and social. In this situation, roles may become blurred, at least at the edges. Moreover, unless the nurses, and at home the family, actively participate in symptom control, the lead given by the doctor will be seriously undermined. Indeed for every step forward there may be a step backwards unless, for example, the nurses support the patient through the period of initiation side effects commonly seen with morphinelike drugs; advise the patient when to increase the dose of analgesic; contact the doctor rather than wait for his next visit or round if the patient becomes less well when a new treatment is initiated; contact the doctor if the patient fails to get a good night's sleep; advise about diet and drinks; encourage the patient by quietly emphasizing that his symptom(s) will soon be better controlled. Without this degree of involvement, the doctor's task is made considerably more difficult, and sometimes impossible. While cooperation along these lines is secondnature to the continuing care nurse, it is not so with the majority of other nurses. It is important to recognize this to avoid frustration when offering advice about symptom control for a patient who is being cared for on a general or other specialist ward.
The case for integration As indicated, hospice care has developed in a variety of ways. It is generally agreed that, even in the most sophisticated home-care programme, there is a need for an inpatient 'back-up' facility. The question remains: is it better for the inpatient facility to be free-standing or should it form an integral part of a more general hospital? In the United Kingdom the freestanding hospice tends to be independent in management (though still heavily reliant on the National Health Service for funds), and is not bound by the union manning agreements that exist in NHS hospitals. It is therefore possible to make use of voluntary workers in a wider variety of ways. This, it is claimed, reduces the cost of patient care. But apart from this, all other advantages are on the side of integration. An integrated continuing care unit does not require its own managers. It is able to share the facilities of the main hospital's kitchens, both for patients and staff. It does not require a residence for staff who wish or need to live in hospital accommodation. In fact, economies in these areas more than balance the independent unit's savings in the area of general staff costs.
Another advantage is easy access to investigations. At least 10%of the patients in a hospice or continuing care unit require further investigations to determine appropriate treatment. Blood counts, biochemical estimations, X-rays and bacteriological studies are the most commonly required. Occasionally, more sophisticated tests will be indicated. It is far easier to arrange for these if the unit is part of a larger hospital in which facilities for such tests are readily available. Likewise, the patient in the integrated unit can be seen far more easily by another doctor when outside specialist help is indicated. At the Churchill Hospital, patients are able to receive radiotherapy while inpatients at Sir Michael Sobell House. Most surgical specialities are also readily available -general, urological and gynaecological. Transfer to another hospital is necessary only for orthopaedic, neurosurgical and some neurolYtic procedures. Though the free-standing hospice has been a necessary step in the evolution of continuing cancer care, it should be seen increasingly, from a medical point of view, as an anachronism.
Continuing cancer care Although, in the United Kingdom, 'continuing care' is rapidly emerging as a new medical speciality, a number of questions remain unanswered. For example, when should a patient be referred for continuing care? At Montefiore Hospital, New York, the question does not arise. There there is a truly integrated oncology service. Patients receiving palliative treatment (chemotherapy, etc.), and those for whom symptom control alone is more appropriate, are cared for side by side on the same ward. Initially, the nurses wanted to divide the ward in two, half for palliative and half for terminal care, and wanted to allow the nurses to opt for one or other area. However, this was resisted and, after some 18 months of integrated care, the system appears to be working well. It means that the human side of continuing care has become available to a much wider spectrum of cancer patients. This is obviously to the patient's advantage, and at the same time the staff are being forced to practise medicine in a more traditional, balanced manner. By deliberately adopting this approach, terminal care is seen (as it should be) as part-of mainstream medicine.
But for those of us who do not have this degree of integration, the question remains -when should a patient be referred for continuing care? With regard to the patients referred to Sir Michael Sobell House, time and time again I have felt that earlier referral would have avoided several weeks or months of unnecessary suffering and increasing despair. Although rigid criteria for referral may not be possible or desirable, I am sure that more specific guidelines are needed for hospital doctor and general practitioner alike. Some guidelines will be primary site specific; for example, patients diagnosed as having inoperable carcinoma of the oesophagus might be referred immediately, that is before rather than after the insertion of a celestin tube. More general criteria might include all patients over 80 years of age at the time of diagnosis.
Future trends
Hospice care has come a long way in just a few years. Today, a comprehensive continuing care programme comprises inpatient facility, outpatient clinic, day unit, domiciliary consultation, home care, consultation service for other hospital departments, and bereavement visits. In the United Kingdom financial considerations suggest that it will not be possible for every District to have its own continuing care unit. This means that home care and symptom control teams are likely to feature more prominently in the future. Where integration along the lines of the Montefiore model is not possible, 'shared care' will undoubtedly become commonplace, particularly for the younger patient where the psychosocial aspects of care are more complex and time consuming.
However, as yet the number of suitably trained personnel is woefully inadequate. There are not sufficient doctors or nurses presently trained to man existing units. Further, a significant proportion of the doctors involved are at or within a few years of retiring age. There is still no established programme of training for would-be consultants in continuing care. The training structure for nurses, although theoretically established, is in practice little better. Authorities do not see the need for in-depth training and are therefore unwilling to release potential sisters for the Joint Board of Clinical Nursing Studies' six-week course, let alone the 26-week course. In fact, the outlook is grim, and will remain so until the DHSS and Royal Colleges act decisively and establish training posts in this area.
